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Unmet	  Need	  For	  Family	  Planning	  Services	  Among	  Women	  Living	  with	  and	  Vulnerable	  
to	  HIV	  in	  Côte	  d’Ivoire:	  Implications	  For	  Programmatic	  Priorities	  
	  
Abstract:	  This	  paper	  provides	  a	  synthesis	  of	  the	  global	  evidence	  surrounding	  family	  planning	  and	  HIV	  integration,	  and	  evaluates	  integration	  possibilities	  in	  Côte	  d’Ivoire,	  specifically	  among	  HIV	  positive	  women	  and	  women	  at	  particular	  risk	  of	  HIV.	  Understanding	  the	  barriers	  that	  these	  women	  face	  to	  access	  family	  planning	  services	  has	  important	  implications	  for	  programmatic	  priorities.	  Taking	  examples	  from	  the	  global	  literature	  on	  best	  practices	  in	  integration	  and	  applying	  them	  to	  the	  Côte	  d’Ivoire	  context,	  this	  paper	  also	  provides	  a	  series	  of	  policy	  prescriptions	  and	  programmatic	  recommendations	  that	  international	  donors	  could	  apply	  to	  support	  the	  Government	  of	  Côte	  d’Ivoire	  to	  improve	  integrated	  reproductive	  health	  and	  HIV	  services.	  	  Finally,	  barriers	  to	  implementation	  are	  also	  addressed	  in	  order	  to	  offer	  a	  comprehensive	  guide	  towards	  improved	  FP/HIV	  integration	  in	  Côte	  d’Ivoire.	  
Introduction:	  Intersections	  of	  HIV	  Risk	  and	  Prevalence	  and	  Unmet	  Need	  for	  Family	  
Planning	  
	  	   Global	  evidence	  suggests	  that	  women	  living	  with	  and	  at	  high	  risk	  of	  HIV,	  such	  as	  female	  sex	  workers,	  are	  more	  likely	  to	  experience	  unwanted	  pregnancy	  and	  greater	  unmet	  need	  for	  family	  planning	  (FP)	  services	  than	  the	  general	  population	  (Wilcher,	  2010).	  Poverty,	  low	  social	  status	  of	  women,	  and	  low	  access	  to	  education	  are	  shared	  risk	  factors	  contributing	  negatively	  to	  both	  FP	  and	  HIV	  outcomes	  in	  developing	  country	  contexts.	  Barriers	  to	  access	  to	  FP	  services	  can	  range	  from	  stigma	  and	  discrimination	  towards	  these	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women	  to	  lack	  of	  availability	  of	  FP	  services	  within	  HIV	  service	  delivery	  sites.	  Integration	  of	  family	  planning	  and	  HIV/AIDS	  services	  is	  a	  potential	  solution	  to	  reducing	  unmet	  need	  for	  HIV	  -­‐affected	  women	  globally	  and	  in	  Côte	  d’Ivoire.	  	   Too	  often,	  international	  development	  aid	  has	  been	  delivered	  in	  disease-­‐specific	  silos	  that	  encouraged	  compartmentalized,	  fragmented	  care,	  lacking	  a	  patient-­‐centered	  focus.	  By	  integrating	  family	  planning	  and	  HIV	  services,	  health	  systems	  can	  begin	  to	  move	  towards	  strengthened,	  integrated	  systems	  of	  care	  that	  are	  both	  globally	  accepted	  as	  best	  practice	  (Johnson	  2012)	  and	  the	  expressed	  preference	  of	  women	  living	  with	  HIV	  (FHI	  360,	  2013).	  	  All	  women,	  including	  those	  living	  with	  HIV,	  have	  the	  right	  to	  choose	  the	  timing,	  spacing,	  and	  number	  of	  their	  births	  and	  need	  access	  to	  family	  planning	  services	  to	  do	  so.	  	  However,	  global	  evidence	  suggests	  that	  HIV	  positive	  women	  and	  women	  at	  high	  risk	  of	  HIV,	  such	  as	  female	  sex	  workers,	  have	  unique	  FP	  needs,	  often	  not	  met	  by	  the	  current	  health	  system	  (Wilcher,	  2010;	  Schwartz,	  2015).	  The	  particular	  nature	  of	  this	  unmet	  need	  is	  different	  for	  each	  individual	  woman.	  Some	  HIV	  positive	  women	  face	  a	  lack	  of	  support	  for	  their	  desire	  to	  have	  children.	  Others,	  who	  wish	  to	  limit	  unwanted	  future	  births,	  need	  better	  access	  to	  contraception.	  Further,	  female	  sex	  workers,	  at	  high	  risk	  of	  HIV,	  face	  high	  dual	  needs	  for	  protection	  against	  both	  unwanted	  pregnancy	  and	  HIV	  acquisition.	  	  	  Studies	  and	  analyses	  conducted	  across	  multiple	  international	  contexts	  confirm	  these	  unique	  FP	  needs	  for	  HIV	  positive	  and	  vulnerable	  women.	  Previous	  meta-­‐analyses	  using	  DHS	  data	  have	  demonstrated	  that	  women	  who	  know	  that	  they	  are	  HIV-­‐positive	  tend	  to	  report	  fewer	  desired	  future	  children	  	  (Mumah,	  et.	  al,	  2014;	  Johnson	  et.al	  2009).	  Studies	  from	  Kenya,	  Malawi,	  and	  Uganda	  found	  that	  HIV-­‐positive	  women	  desired	  to	  limit	  future	  births,	  but	  were	  not	  currently	  using	  contraception	  (Wilcher	  2010).	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  Other	  studies	  have	  documented	  large	  numbers	  of	  unintended	  pregnancies	  among	  HIV	  positive	  women	  in	  Rwanda,	  South	  Africa,	  and	  Uganda	  (Wilcher	  2010).	  A	  meta-­‐analysis	  of	  pregnancy	  preferences	  for	  HIV-­‐positive	  women	  found	  that	  “contraceptive	  options	  for	  pregnancy	  prevention	  by	  HIV-­‐positive	  women	  are	  insufficient:	  condoms	  are	  not	  always	  available	  or	  acceptable,	  and	  other	  options	  are	  limited	  by	  affordability,	  availability	  or	  efficacy”	  (MacCarthy,	  2012).	  	  	  However,	  it	  is	  not	  always	  the	  case	  that	  HIV	  positive	  women	  desire	  fewer	  births.	  Women	  who	  aware	  of	  their	  HIV-­‐positive	  status	  may	  be	  less	  inclined	  to	  have	  children,	  but	  this	  appears	  to	  dissipate	  once	  HIV	  positive	  women	  have	  access	  to	  life	  saving	  anti-­‐retroviral	  treatment	  (Mumah	  2014).	  	  	  Indeed,	  up	  to	  20	  percent	  of	  HIV	  positive	  women	  in	  the	  DHS	  surveys	  have	  stated	  a	  preference	  for	  additional	  children	  (Malkin,	  et.	  al.,	  2015).	  	  In	  these	  cases	  as	  well,	  insufficient	  healthy	  pregnancy	  planning	  resources	  are	  available	  to	  them.	  In	  summary,	  discrimination	  towards	  HIV	  positive	  women’s	  reproductive	  choices	  creates	  barriers	  and	  a	  lack	  of	  resources	  for	  conception	  planning	  and	  healthy	  pregnancy	  	  (Loutfy,	  et	  al.,	  2013).	  Female	  sex	  workers	  are	  both	  highly	  vulnerable	  to	  HIV	  and	  more	  	  likely	  to	  be	  HIV	  infected	  compared	  to	  the	  general	  population.	  Due	  to	  their	  occupational	  exposure	  to	  both	  HIV	  and	  unintended	  pregnancy	  (Schwartz	  et.	  al,	  2015),	  they	  have	  high	  needs	  for	  dual	  protection.	  In	  addition,	  many	  HIV	  programs	  have	  focused	  only	  on	  condom	  provision	  for	  sex	  workers,	  who	  may	  use	  condoms	  consistently	  with	  paying	  clients	  but	  not	  with	  regular	  partners	  (WHO	  2013).	  This	  results	  in	  unmet	  family	  planning	  needs	  and	  unintended	  pregnancy.	  
Family	  Planning	  and	  HIV	  Integration;	  A	  Global	  Perspective	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The	  1994	  Cairo	  International	  Conference	  on	  Population	  and	  Development	  articulated	  for	  the	  first	  time	  a	  global	  consensus	  for	  women’s	  access	  to	  reproductive	  health	  and	  family	  planning	  services	  globally.	  Ten	  years	  later,	  in	  2004,	  UNFPA,	  WHO,	  UNICEF,	  UNAIDS	  and	  other	  influential	  groups	  issued	  the	  Glion	  Call	  to	  action,	  demanding	  stronger	  integration	  of	  family	  planning	  into	  HIV	  care,	  specifically	  prevention	  of	  mother	  to	  child	  transmission	  (PMTCT)	  services.	  	  Reflecting	  this	  advocacy,	  the	  WHO	  included	  family	  planning	  interventions	  as	  one	  of	  four	  programmatic	  prongs	  recommended	  for	  PMTCT.	  	  More	  recently,	  the	  largest	  international	  HIV/AIDS	  program,	  the	  President’s	  Emergency	  Plan	  for	  AIDS	  Relief	  (PEPFAR),	  also	  became	  more	  open	  and	  supportive	  of	  family	  planning	  integration.	  	  Previous	  restrictive	  guidance	  was	  replaced	  with	  supportive	  guidance,	  that	  “field	  teams	  are	  expected	  to	  prioritize	  opportunities	  to	  use	  PEPFAR	  funds	  to	  support	  voluntary	  family	  planning	  and	  reproductive	  health	  (FP/RH)	  services”	  (PEPFAR	  COP	  2015	  Guidance).	  Today,	  from	  a	  technical	  and	  political	  standpoint,	  broad	  consensus	  exists	  on	  the	  benefits	  of	  integrating	  FP	  and	  HIV	  services.	  The	  World	  Health	  Organization	  describes	  integrated	  health	  services	  as	  “the	  organization	  and	  management	  of	  health	  services	  so	  that	  people	  get	  the	  care	  they	  need,	  when	  they	  need	  it,	  in	  ways	  that	  are	  user-­‐friendly,	  achieve	  the	  desired	  results	  and	  provide	  value	  for	  money”	  (WHO,	  2008).	  A	  more	  functional	  definition	  provided	  by	  Foreit	  et	  al.	  states	  that	  	  “any	  two	  services	  can	  be	  considered	  to	  be	  integrated	  when	  they	  are	  offered	  at	  the	  same	  facility	  during	  the	  same	  operating	  hours,	  and	  the	  provider	  of	  one	  service	  actually	  encourages	  clients	  to	  consider	  using	  the	  other	  service	  during	  that	  visit”	  (2002).	  Generally	  speaking,	  simply	  offering	  the	  same	  services	  in	  the	  same	  place	  at	  the	  same	  time	  is	  not	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enough	  to	  constitute	  integration;	  an	  active	  linkage	  and	  referral	  between	  the	  two	  must	  occur.	  	  What	  does	  that	  mean	  for	  family	  planning	  and	  HIV	  integration	  specifically?	  Various	  mechanisms	  of	  integration	  between	  HIV	  and	  FP	  are	  possible.	  This	  could	  mean	  offering	  family	  planning	  services	  at	  HIV	  services	  delivery	  sites,	  including	  sites	  that	  provide	  antiretroviral	  treatment	  (ART),	  prevention	  of	  mother	  to	  child	  transmission	  services	  (PMTCT),	  HIV	  prevention	  for	  adolescent	  girls	  and	  young	  women,	  or	  voluntary	  testing	  and	  counseling	  services.	  It	  could	  also	  mean	  integrating	  HIV	  testing	  services	  into	  family	  planning	  sites.	  Community	  platforms	  could	  be	  used	  to	  offer	  community	  distribution	  of	  family	  planning	  alongside	  community-­‐based	  services	  for	  persons	  living	  with	  HIV	  such	  as	  home-­‐based	  care.	  The	  types	  of	  services	  integrated	  (FP,	  ART,	  VCT,	  PMTCT,	  MCH,	  Key	  population),	  the	  modalities	  of	  integration	  (facility,	  type	  of	  service	  delivery,	  or	  community	  level)	  and	  the	  existing	  platform	  against	  which	  the	  integration	  occurs,	  can	  all	  vary	  extensively	  depending	  upon	  the	  local	  context.	  Further,	  referrals	  to	  FP	  sites	  are	  an	  important	  piece	  of	  the	  integration	  puzzle,	  especially	  to	  ensure	  access	  to	  long-­‐acting	  reversible	  contraception	  (LARC).	  While	  the	  evidence	  base	  is	  still	  emerging,	  integrated	  models	  have	  demonstrated	  positive	  results.	  A	  review	  of	  available	  evidence	  on	  integration	  of	  FP	  into	  HIV	  services	  by	  Wilcher	  et.	  al.,	  found	  that	  integrated	  clinical	  services	  increased	  uptake	  of	  contraception	  significantly	  among	  HIV	  positive	  women	  (2013).	  Additional	  studies	  have	  highlighted	  benefits	  to	  integration	  ranging	  from	  increased	  male	  involvement,	  enhanced	  responsiveness	  to	  clients’	  preferences	  for	  integrated	  care,	  and	  increased	  cost	  effectiveness	  (FHI	  360,	  2013).	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Integrated	  community-­‐based	  programs	  in	  Zimbabwe,	  Kenya,	  Tanzania,	  Ethiopia,	  and	  Malawi	  all	  showed	  a	  large	  uptake	  of	  family	  planning	  services	  by	  first-­‐time	  users	  (FHI	  360,	  2013).	  Studies	  from	  Zimbabwe	  have	  found	  increases	  in	  both	  HIV	  testing	  and	  family	  planning	  uptake	  through	  the	  use	  of	  community	  health	  worker-­‐led	  integrated	  programs	  (Intrahealth	  2012)	  offering	  both	  services.	  	  	  Further,	  HIV	  service	  locations	  that	  cater	  to	  the	  prevention,	  care,	  and	  treatment	  of	  key	  populations	  could	  also	  offer	  FP	  services.	  This	  approach	  has	  shown	  promising	  results	  in	  Cambodia,	  where	  Marie	  Stopes	  International	  supported	  integrated	  services	  and	  trained	  peer	  educators	  in	  family	  planning	  counseling	  and	  referral	  (MSI,	  2012).	  	  Similarly,	  in	  India,	  adding	  FP	  services	  to	  sex	  worker-­‐friendly	  HIV	  service	  sites	  increased	  their	  attractiveness	  to	  female	  sex	  workers	  and	  increased	  HIV	  services	  utilization	  (FHI,	  2010).	  Thus,	  the	  evidence	  shows	  there	  is	  a	  case	  to	  be	  made	  for	  integration	  broadly,	  but	  each	  country	  context	  is	  unique.	  Taking	  Côte	  d’Ivoire	  as	  a	  case	  study	  for	  family	  planning/HIV	  integration,	  this	  paper	  will	  examine	  what	  integrated	  services	  could	  look	  like	  in	  Côte	  d’Ivoire.	  
Unmet	  need	  for	  family	  planning	  among	  women	  living	  with	  HIV	  and	  female	  sex	  
workers	  in	  Côte	  d’Ivoire	  
Background	  The	  health	  and	  development	  context	  is	  important	  to	  understand	  when	  considering	  how	  to	  integrate	  family	  planning	  and	  HIV	  services	  in	  Côte	  d’Ivoire.	  Ranked	  171	  out	  of	  187	  countries	  in	  the	  2014	  Human	  Development	  Index,	  Côte	  d’Ivoire	  is	  a	  developing,	  post-­‐conflict	  country,	  facing	  a	  myriad	  of	  challenges	  (UNDP	  2014).	  Located	  in	  West	  Africa,	  Côte	  d’Ivoire’s	  23	  million	  inhabitants	  are	  ethnically	  and	  religiously	  diverse.	  The	  population	  is	  almost	  evenly	  divided	  between	  Muslims	  (40	  percent),	  Christians	  (33	  percent),	  and	  animist	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believers	  (28	  percent).	  	  Only	  61	  percent	  of	  men	  and	  38	  percent	  of	  women	  are	  literate	  (DHS	  2012),	  reflecting	  overall	  gender	  inequality	  that	  permeates	  the	  culture	  and	  impedes	  development.	  Life	  expectancy	  is	  only	  50	  years	  (UNDP	  2014).	  	  	  Against	  this	  challenging	  backdrop,	  overall	  significant	  needs	  for	  reproductive	  health	  services	  exist	  in	  Côte	  d’Ivoire;	  modern	  contraceptive	  prevalence	  is	  low	  at	  13.9	  percent,	  and	  27	  percent	  of	  women	  report	  unmet	  need	  for	  family	  planning	  services	  (DHS	  2012).	  The	  total	  fertility	  rate	  is	  5.0	  children	  per	  woman.	  Among	  adolescent	  girls,	  29.6	  percent	  of	  girls	  aged	  15	  to	  19	  had	  already	  had	  one	  child	  or	  were	  currently	  pregnant	  at	  the	  time	  of	  the	  DHS	  survey.	  This	  percentage	  increases	  to	  45.5	  in	  rural	  areas.	  	  Only	  57	  percent	  of	  births	  take	  place	  in	  facilities,	  and	  maternal	  mortality	  is	  unconscionably	  high	  at	  614	  deaths	  per	  100,000	  women,	  a	  statistic	  that	  increased	  from	  543	  deaths	  in	  2005.	  	  Côte	  d’Ivoire’s	  maternal	  mortality	  rate,	  ranked	  173	  out	  of	  179	  countries,	  is	  among	  the	  very	  worst	  in	  the	  world	  (Save	  the	  Children	  2015).	  These	  statistics	  paint	  a	  grim	  picture	  of	  reproductive	  health	  for	  all	  women	  in	  Côte	  d’Ivoire;	  given	  that	  HIV	  positive	  women	  and	  women	  at	  high	  risk	  of	  HIV	  face	  unique	  FP	  needs,	  the	  gaps	  for	  these	  women	  are	  likely	  to	  be	  even	  more	  stark	  in	  this	  context.	  	  In	  addition,	  Cote	  d’Ivoire	  has	  a	  mixed	  HIV/AIDS	  epidemic,	  which	  means	  that	  while	  HIV	  is	  generalized	  to	  a	  low	  extent	  (<5	  percent)	  among	  the	  general	  population,	  key	  populations	  (men	  who	  have	  sex	  with	  men,	  sex	  workers,	  and	  transgendered	  women)	  face	  significantly	  higher	  HIV	  prevalence.	  Both	  groups	  contribute	  to	  new	  infections.	  National	  HIV	  prevalence	  is	  3.7	  percent	  (DHS	  2013),	  and	  women	  at	  every	  age	  have	  higher	  HIV	  prevalence	  than	  men.	  Prevalence	  is	  also	  higher	  in	  urban	  centers	  and	  in	  the	  southern	  and	  central	  regions.	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Among	  key	  populations,2	  prevalence	  is	  estimated	  at	  10.7	  percent	  for	  sex	  workers	  (Schwartz	  et.al.	  2015);	  and	  18	  percent	  for	  men	  who	  have	  sex	  with	  men	  (Hakim,	  et.al,	  2015).	  No	  prevalence	  estimates	  exist	  for	  transgendered	  women	  in	  CDI,	  although	  global	  estimates	  place	  prevalence	  at	  19	  percent	  for	  this	  group	  (Baral	  2013).	  	  	  This	  context	  is	  important	  for	  understanding	  the	  opportunities	  and	  challenges	  that	  exist	  for	  integration	  of	  services,	  especially	  to	  encourage	  reduced	  unmet	  need	  for	  family	  planning	  among	  women	  living	  with	  and	  vulnerable	  to	  HIV.	  
Access	  to	  Reproductive	  Health	  Services	  for	  Women	  with	  HIV	  and	  at	  risk	  for	  HIV	  A	  recent	  study	  in	  Côte	  d’Ivoire	  documented	  lack	  of	  access	  to	  reproductive	  health	  services	  for	  female	  sex	  workers	  (FSW),	  a	  group	  estimated	  to	  bear	  fifteen	  times	  the	  HIV	  burden	  than	  other	  women	  of	  reproductive	  age	  in	  Côte	  d’Ivoire	  (Schwartz,	  2015).	  Working	  with	  a	  sample	  size	  of	  466	  FSW,	  the	  study	  reported	  HIV	  prevalence	  of	  10.7	  percent.	  	  Unintended	  pregnancy	  and	  unmet	  need	  for	  family	  planning	  were	  widespread	  for	  this	  highly	  HIV-­‐	  impacted	  group:	  	  72	  percent	  reported	  having	  had	  an	  abortion	  and	  64	  percent	  more	  than	  one	  abortion,	  indicating	  significant	  unwanted	  pregnancy.	  Overall,	  only	  34.8	  percent	  of	  women	  reported	  non-­‐barrier	  contraceptive	  use;	  a	  low	  percentage,	  especially	  given	  the	  large	  rates	  of	  pregnancy	  termination.	  The	  study	  demonstrated	  frequent	  interactions	  with	  antenatal	  care,	  with	  85.4	  percent	  of	  women	  receiving	  ANC	  during	  their	  last	  pregnancy.	  However,	  there	  is	  no	  evidence	  that	  	  family	  planning	  was	  integrated	  into	  post-­‐partum	  or	  post-­‐abortion	  care	  services.,	  	  	  Also,	  women	  who	  reported	  accessing	  HIV	  prevention	  services	  (81.7	  percent	  had	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  2	  Key	  populations	  in	  the	  context	  of	  HIV	  are	  men	  who	  have	  sex	  with	  men,	  transgendered	  women,	  female	  sex	  workers,	  and	  injected	  drug	  users.	  The	  population	  of	  injected	  drug	  users	  in	  Côte	  d’Ivoire	  is	  very	  small;	  thus	  this	  group	  is	  not	  considered	  a	  key	  population	  in	  Côte	  d’Ivoire	  HIV	  programming.	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received	  an	  HIV	  test;	  51.3	  percent	  in	  the	  past	  twelve	  months);	  	  	  were	  actually	  less	  likely	  to	  be	  using	  contraceptives	  than	  others	  in	  the	  study.	  	  These	  results	  demonstrate	  that	  female	  sex	  workers	  who	  are	  at	  elevated	  levels	  of	  risk	  for	  	  HIV	  transmission	  also	  lack	  of	  access	  to	  family	  planning	  services	  despite	  the	  opportunities	  available	  during	  their	  interactions	  with	  the	  health	  system.	  	  
	   A	  recent	  analysis	  of	  Côte	  d’Ivoire’s	  DHS	  data	  found	  unmet	  need	  for	  HIV	  positive	  women	  to	  be	  20.4	  percent	  and	  use	  of	  modern	  contraceptives	  to	  be	  at	  19.4	  percent	  (MacQuarrie,	  2015).	  Both	  of	  these	  percentages	  were	  higher	  than	  the	  rates	  reported	  for	  HIV	  negative	  women	  in	  the	  same	  survey;	  who	  had	  22.7	  percent	  unmet	  need	  and	  reported	  14.2	  percent	  contraceptive	  use.	  However,	  unmet	  need	  was	  greater	  than	  met	  need	  for	  both	  groups,	  and	  these	  numbers	  are	  still	  reflective	  of	  significant	  FP	  need	  for	  HIV	  positive	  women	  and	  very	  low	  modern	  contraceptive	  prevalence	  for	  all	  women.	  	  
Table	  1.	  Need	  for	  family	  planning	  among	  women	  age	  15-­‐49	  by	  HIV	  status	  
(percentage)	  (MacQuarrie,	  2015).	  	   No	  Need	  for	  	  Family	  Planning	   Met	  Need	  for	  	  Family	  Planning	   Unmet	  Need	  for	  Family	  Planning	  HIV	  Positive	  Women	   56.2	   23.4	   20.4	  HIV	  Negative	  Women	   57.1	   20.1	   22.7	  	  
 Women	  who	  report	  “no	  need”	  for	  family	  planning	  may,	  in	  fact,	  not	  have	  sufficient	  knowledge	  or	  awareness	  of	  available	  family	  planning	  methods;	  in	  reality	  their	  true	  family	  planning	  needs	  may	  be	  unknown.	  While	  HIV	  positive	  women	  experience	  slightly	  less	  unmet	  need	  for	  family	  planning,	  their	  ability	  to	  access	  family	  planning	  is	  impacted	  by	  both	  choice	  and	  risk,	  making	  it	  even	  more	  important	  to	  meet	  the	  needs	  of	  these	  women	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In	  addition,	  qualitative	  research	  from	  the	  late	  1990s,	  documented	  the	  conflicted	  feelings	  that	  HIV	  positive	  women	  had	  towards	  their	  fertility	  choices	  in	  Côte	  d’Ivoire	  (Akribi,	  et.	  al.	  1999).	  Interviewers	  found	  that	  HIV	  positive	  women	  still	  felt	  tremendous	  pressure	  and	  longing	  to	  have	  children	  in	  a	  society	  that	  greatly	  values	  fertility	  and	  measured	  a	  woman’s	  worth	  by	  the	  number	  of	  children	  she	  had	  borne.	  But	  given	  the	  lack	  of	  access	  to	  treatment	  and	  prevention	  of	  mother	  to	  child	  transmission	  services	  at	  that	  time,	  women	  also	  faced	  a	  great	  deal	  of	  fear	  around	  pregnancy	  and	  child	  birth.	  While	  access	  to	  life	  saving	  treatment	  and	  PMTCT	  services	  has	  improved	  significantly,	  pervasive	  stigma	  and	  discrimination	  still	  place	  HIV	  positive	  women	  in	  a	  vulnerable	  position	  vis	  a	  vis	  their	  fertility	  choices	  today.	  In	  summary,	  Côte	  d’Ivoire’s	  overall	  weak	  reproductive	  health	  services,	  coupled	  with	  the	  evidence	  demonstrating	  unmet	  FP	  needs	  for	  HIV	  positive	  women	  and	  female	  sex	  workers	  provide	  a	  strong	  justification	  for	  integrating	  FP	  and	  HIV	  services	  in	  order	  to	  reach	  women’s	  needs	  for	  both	  reproductive	  health	  and	  HIV	  prevention,	  treatment,	  and	  care.	  	  
Offering	  Integrated	  FP	  and	  HIV	  prevention	  and	  treatment	  services	  in	  Côte	  d’Ivoire	  This	  epidemiological	  context	  of	  HIV	  is	  important	  for	  developing	  an	  integration	  model	  that	  is	  appropriate	  for	  Côte	  d’Ivoire.	  In	  countries	  with	  a	  low	  level	  concentrated	  epidemic	  or	  a	  mixed	  epidemic	  (like	  Côte	  d’Ivoire)	  there	  is	  less	  reason	  to	  integrate	  HIV	  services	  into	  family	  planning	  services	  aimed	  at	  the	  general	  population	  (Scholl,	  et.al.,	  2011)	  because	  the	  numbers	  of	  HIV	  positive	  women	  accessing	  FP	  services	  will	  be	  too	  low	  to	  efficiently	  meet	  FP	  outcome	  goals.	  Thus,	  many	  women	  who	  access	  general	  family	  planning	  services	  will	  not	  be	  at	  high	  risk	  of	  HIV	  and	  resources	  will	  be	  diluted	  towards	  testing	  many	  potentially	  negative	  women.	  In	  a	  generalized	  epidemic	  context	  such	  as	  South	  Africa	  or	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Swaziland,	  offering	  HIV	  tests	  in	  FP	  service	  delivery	  sites	  could	  make	  perfect	  sense	  as	  women	  accessing	  care	  are	  reasonably	  likely	  to	  be	  HIV	  positive;	  however,	  this	  is	  not	  the	  case	  for	  Côte	  d’Ivoire.	  The	  data	  on	  family	  planning	  needs,	  HIV	  risk,	  and	  level	  of	  service	  availability	  confirm	  that	  for	  Côte	  d’Ivoire	  the	  number	  of	  potential	  HIV-­‐positive	  FP	  users	  is	  not	  high	  enough	  to	  use	  general	  FP	  sites	  as	  a	  base	  for	  integration.	  	  	  Using	  the	  HIV	  platform	  as	  a	  base	  for	  integrated	  services,	  however,	  is	  likely	  to	  be	  much	  more	  efficient	  and	  cost-­‐effective,	  given	  the	  nature	  of	  the	  epidemic,	  global	  evidence	  on	  FP	  needs	  of	  HIV	  positive	  women,	  and	  documented	  need	  for	  FP	  services	  among	  HIV	  positive	  vulnerable	  women	  (especially	  female	  sex	  workers)	  in	  Côte	  d’Ivoire.	  Integration	  within	  the	  context	  of	  Côte	  d’Ivoire	  should	  start	  from	  the	  vantage	  point	  HIV	  services	  for	  positive	  or	  at	  risk-­‐women	  and	  work	  to	  coordinate	  access	  to	  FP	  services,	  especially	  through	  designated	  service	  sites	  for	  FSWs,	  prevention	  sites	  for	  adolescents	  and	  young	  women,	  and	  HIV	  service	  sites	  for	  PMTCT	  and	  ART.	  	  
Policy	  Landscape	  for	  HIV/FP	  Integration	  in	  Côte	  d’Ivoire	  From	  a	  policy	  standpoint,	  Côte	  d’Ivoire	  has	  perhaps	  more	  openness	  to	  integration	  than	  other	  countries	  in	  West	  Africa.	  	  Many	  of	  the	  national	  health	  policies	  guiding	  service	  delivery	  address	  and	  encourage	  HIV	  and	  reproductive	  health	  service	  integration	  directly.	  Both	  the	  Costed	  Implementation	  Plan	  for	  Family	  Planning	  2015-­‐2020	  and	  the	  National	  Action	  Plan	  for	  HIV/AIDS	  specifically	  encourage	  integration	  of	  services.	  	  Thus,	  as	  a	  matter	  of	  national	  policy	  the	  Government	  of	  Côte	  d’Ivoire	  supports:	  	  	  
• Integration	  of	  family	  planning	  services	  into	  all	  levels	  of	  health	  system	  and	  public	  health	  service	  delivery	  points	  (ante-­‐natal	  care	  (ANC),	  post-­‐partum	  care,	  nutrition,	  HIV,	  vaccination,	  military	  sites).	  Currently	  75	  percent	  of	  these	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public	  health	  sites	  offer	  family	  planning	  in	  Côte	  d’Ivoire	  (ENSEA,	  2014),	  and	  the	  GoCI	  has	  pledged	  to	  increase	  this	  percentage	  to	  100	  by	  2015	  as	  part	  of	  its	  FP	  2020	  commitments.	  While	  this	  percentage	  is	  increasing,	  the	  lack	  of	  total	  FP	  integration	  into	  ART	  and	  PMTCT	  sites	  represents	  a	  large	  missed	  opportunity	  for	  meeting	  the	  FP	  needs	  of	  HIV	  positive	  women	  in	  Côte	  d’Ivoire.	  Côte	  d’Ivoire	  has	  adopted	  lifelong	  treatment	  for	  HIV	  positive	  women,	  or	  Option	  B+,	  and	  this	  policy	  is	  currently	  being	  operationalized.	  This	  creates	  an	  important	  opportunity	  for	  post-­‐partum	  family	  planning	  for	  HIV	  positive	  women	  as	  they	  are	  retained	  in	  the	  continuum	  of	  care	  after	  delivery,	  and	  a	  useful	  tool	  for	  lifelong	  FP	  messages	  as	  women	  are	  retained	  in	  HIV	  care	  throughout	  their	  lifetimes.	  
• Encouragement	  of	  integrated	  family	  planning	  and	  HIV	  services	  for	  youth.	  In	  2014,	  Côte	  d’Ivoire,	  launched	  the	  Zero	  Grossesse	  program,	  aimed	  at	  combating	  teenage	  pregnancy.	  Through	  this	  program,	  contraceptive	  commodities	  are	  offered	  at	  over	  163	  school	  health	  centers	  in	  both	  secondary	  and	  university	  settings.	  In	  principle,	  these	  sites	  also	  offer	  testing	  and	  care	  for	  sexually	  transmitted	  infections	  for	  youth,	  although	  the	  policy	  is	  specifically	  geared	  towards	  family	  planning	  outcomes.	  	  	  
• The	  recognition	  of	  family	  planning	  as	  the	  second	  prong	  in	  the	  strategy	  to	  prevent	  mother	  to	  child	  transmission	  of	  HIV.	  	  
• Offering	  HIV	  counseling	  and	  testing	  systematically	  in	  all	  family	  planning	  health	  center	  sites	  (a	  priority	  that	  may	  not	  be	  	  efficient,	  given	  the	  nature	  of	  Côte	  d’Ivoire’s	  HIV	  epidemic).	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• Openness	  to	  FP	  provision	  in	  the	  private	  sector:	  The	  Government	  of	  Côte	  d’Ivoire	  is	  receptive	  to	  private	  sector	  approaches	  and	  relies	  heavily	  upon	  the	  international	  Planned	  Parenthood	  affiliate	  for	  service	  delivery,	  even	  within	  its	  public	  sites.	  	  Policy	  gaps	  include	  a	  lack	  of	  clear	  guidance	  for	  ensuring	  access	  to	  reproductive	  health	  and	  family	  planning	  services	  for	  key	  populations,	  and	  sex	  workers	  in	  particular.	  The	  national	  policy	  for	  Highly	  Vulnerable	  Populations,	  recommends	  only	  condoms	  as	  dual	  protection,	  with	  no	  mention	  of	  dual	  methods	  (i.e.	  condoms	  for	  prevention	  and	  hormonal	  or	  long-­‐lasting	  methods	  for	  FP).	  This	  is	  a	  missed	  opportunity	  to	  meet	  the	  FP	  needs	  of	  untested	  HIV	  positive	  and	  HIV	  vulnerable	  women,	  given	  that	  evidence	  demonstrates	  that	  sex	  workers	  have	  large	  unmet	  need	  for	  reproductive	  health	  and	  family	  planning	  services	  in	  Côte	  d’Ivoire	  (Schwartz,	  et.	  al.,	  2015.)	  	  	  
Programmatic	  Recommendations	  for	  FP/HIV	  Integration	  in	  Côte	  d’Ivoire	  Since	  a	  cautiously	  supportive	  policy	  framework	  for	  integration	  exists	  in	  Côte	  d’Ivoire,	  results	  from	  this	  analysis	  and	  other	  studies	  demonstrate	  that	  smart	  integration	  “not	  integration	  for	  integration’s	  sake,	  but	  integration	  that	  makes	  sense	  technically,	  economically,	  and	  in	  the	  context	  in	  which	  it	  is	  implemented”	  (Scholl,	  2011)	  could	  positively	  impact	  reproductive	  health	  outcomes	  for	  HIV	  positive	  women.	  
	   	  Several	  programmatic	  areas	  appear	  particularly	  ripe	  for	  current	  investment	  to	  enhance	  FP/HIV	  integration,	  and	  much	  of	  this	  work	  could	  be	  done	  within	  the	  current	  policy	  framework	  for	  service	  delivery.	  The	  following	  is	  a	  series	  of	  specific	  recommendations	  for	  inclusion	  of	  voluntary	  family	  planning	  services	  and	  counseling	  for	  safe	  pregnancy	  within	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the	  domains	  of	  HIV	  care	  and	  treatment,	  prevention	  of	  mother	  to	  child	  transmission,	  community-­‐based	  programs,	  services	  for	  key	  populations,	  and	  private	  sector	  programming.	  	  	  
	   1. Ensure	  access	  to	  reproductive	  health	  care	  services	  within	  key	  populations	  sites.	  While	  female	  sex	  workers	  and	  other	  key	  populations	  can	  receive	  HIV	  services	  at	  any	  HIV	  site,	  donors,	  and	  PEPFAR	  in	  particular,	  have	  worked	  with	  international	  NGOs	  to	  provide	  “key	  population	  friendly”	  services	  at	  specific	  service	  delivery	  sites	  with	  an	  aim	  of	  reducing	  the	  stigma	  and	  discrimination	  experienced	  by	  key	  populations.	  Data,	  summarized	  from	  the	  study	  by	  Schwartz	  reported	  earlier	  (2015)	  demonstrate	  that	  while	  sex	  workers	  are	  accessing	  these	  HIV	  service	  sites,	  they	  are	  not	  accessing	  family	  planning,	  nor	  are	  they	  accessing	  FP	  at	  general	  public	  health	  sites,	  potentially	  due	  to	  fears	  of	  stigma.	  	  	   Ensuring	  that	  clinical	  and	  community	  sites	  catering	  to	  sex	  workers	  in	  Côte	  d’Ivoire	  have	  trained	  staff,	  including	  peer	  educators,	  who	  can	  provide	  information	  and	  counseling	  on	  dual	  method	  use	  to	  prevent	  pregnancy	  and	  sexually	  transmitted	  infections	  (STIs),	  and	  access	  to	  contraceptives	  on	  site	  or	  through	  active	  referral	  (accompanied	  with	  follow	  up	  on	  whether	  the	  service	  is	  received)	  is	  critically	  important	  in	  light	  of	  evidence	  demonstrated	  large	  unmet	  need	  and	  termination	  of	  pregnancy	  among	  this	  group	  (Schwartz,	  2015).	  Post-­‐abortion	  care	  could	  also	  be	  an	  effective	  entry	  point	  for	  family	  planning	  screening,	  provision,	  and/or	  referral,	  given	  high	  rates	  of	  pregnancy	  termination	  among	  FSW	  in	  Côte	  d’Ivoire.	  All	  clinical	  and	  community	  sites	  providing	  key	  population	  friendly	  services	  should	  have	  trained	  staff	  who	  can	  offer	  counseling	  on	  voluntary	  family	  planning,	  safe	  pregnancy	  counseling,	  as	  well	  as	  condom	  promotion	  and	  distribution	  as	  a	  method	  of	  dual	  protection.	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In	  Côte	  d’Ivoire	  better	  access	  to	  family	  planning	  for	  and	  stigma-­‐free	  services	  for	  sex	  workers	  is	  an	  urgent	  need.	  	  	  However,	  implementation	  of	  the	  steps	  outlined	  above	  will	  be	  challenged	  by	  the	  relatively	  weak	  service	  delivery	  platform	  that	  currently	  exists	  for	  key	  populations	  in	  Côte	  d’Ivoire.	  Training	  for	  providers,	  NGO	  staff,	  and	  peer	  educators	  is	  all	  critically	  necessary;	  especially	  as	  to	  date,	  these	  programs	  have	  been	  focused	  only	  on	  condom	  provision	  and	  STI	  treatment	  and	  referral.	  Introducing	  strong	  programmatic	  linkages	  to	  reproductive	  health	  will	  require	  new	  skills	  and	  new	  programmatic	  directions	  	  Leadership	  from	  the	  Government	  and	  from	  the	  donor	  community	  will	  be	  key.	  	  
2. Ensure	  family	  planning	  is	  available	  on	  site	  at	  all	  sites	  offering	  prevention	  of	  mother	  to	  
child	  transmission	  and	  ART	  services.	  	  Ensuring	  the	  HIV	  service	  providers	  at	  PMTCT	  and	  ART	  sites	  are	  trained	  to	  provide	  comprehensive	  family	  planning	  counseling	  is	  a	  critical	  first	  step	  to	  ensuring	  integration	  of	  services.	  The	  Government	  of	  Côte	  d’Ivoire	  has	  adopted	  new	  task	  shifting	  policies	  for	  delivery	  of	  HIV	  services,	  allowing	  initiation	  and	  provision	  of	  treatment	  to	  be	  done	  by	  nurses	  and	  midwives	  (previously	  only	  doctors	  could	  perform	  these	  services).	  The	  roll	  out	  of	  this	  new	  policy	  presents	  an	  	  opportunity	  for	  enhanced	  service	  integration	  as	  part	  of	  the	  training	  for	  this	  cadre	  of	  health	  services	  will	  include	  refresher,	  in-­‐service	  training.	  	  The	  training	  should	  focus	  on	  a	  rights	  based	  approach	  to	  FP	  that	  includes	  skills	  building	  on	  voluntary	  family	  planning	  counseling	  and	  informed	  choice/provision	  of	  a	  wide	  range	  of	  FP	  methods,	  including	  LARC,	  referrals	  as	  needed,	  documentation	  of	  FP	  services	  and	  post-­‐partum	  family	  planning.	  The	  training	  should	  educate	  providers	  on	  the	  benefits	  of	  FP	  to	  HIV	  affected	  populations;	  address	  special	  considerations	  of	  HIV-­‐affected	  groups	  and	  discuss	  windows	  of	  opportunity	  for	  FP	  programming	  within	  HIV	  settings,	  including	  HCT,	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PMTCT/Option	  B+,	  ART.	  Care	  and	  Support,	  Key	  Population	  and	  Youth	  services	  and	  community	  outreach	  efforts.	  	  Peer-­‐to-­‐peer	  and	  training	  of	  trainer	  approaches	  should	  be	  utilized	  to	  share	  FP	  information	  and	  approaches	  with	  health	  center	  staff	  and	  can	  support	  broader	  involvement	  and	  knowledge	  sharing.	  Men	  should	  also	  be	  engaged	  in	  discussions	  around	  family	  planning	  uptake	  and	  use,	  both	  for	  their	  own	  reproductive	  needs	  and	  to	  engage	  them	  as	  supportive	  partners.	  An	  approach	  that	  focuses	  on	  encouraging	  men	  to	  access	  services	  with	  their	  partners	  exists	  at	  small	  scale	  in	  Côte	  d’Ivoire	  and	  could	  be	  utilized	  to	  encourage	  more	  male	  involvement.	  Although	  the	  Government	  has	  already	  set	  a	  goal	  of	  access	  to	  family	  planning	  at	  100	  percent	  of	  health	  sites,	  until	  this	  goal	  becomes	  reality,	  facilitated	  referrals	  will	  be	  essential	  to	  ensure	  access	  to	  FP	  at	  sites	  where	  contraceptives	  and	  comprehensive	  FP	  counseling	  are	  unavailable.	  Health	  center	  staff,	  including	  social	  workers,	  can	  be	  engaged	  in	  ensuring	  that	  referrals	  are	  initiated	  and	  completed	  between	  the	  health	  service	  sites.	  Finally,	  positive	  women	  accessing	  PMTCT	  could	  be	  potential	  candidates	  for	  post-­‐partum	  family	  planning,	  depending	  upon	  their	  preferences	  and	  fertility	  desires.	  Post-­‐partum	  FP	  should	  be	  part	  of	  the	  standard	  package	  of	  FP	  counseling	  and	  service	  provision	  and	  routinely	  offered	  to	  PMTCT	  clients.	  	  
3. Ensure	  family	  planning	  messages	  are	  integrated	  into	  HIV	  prevention	  programming	  
targeting	  adolescent	  girls	  and	  young	  women.	  	  HIV	  prevention	  programs	  target	  adolescent	  girls	  and	  young	  women	  in	  Côte	  d’Ivoire,	  a	  group	  with	  high	  unmet	  need	  for	  family	  planning	  and	  high	  fertility	  rates.	  These	  programs	  should	  provide	  information	  on	  where	  to	  access	  family	  planning	  and	  active	  referrals,	  if	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possible.	  These	  programs	  promote	  condom	  use	  and	  should	  include	  messages	  around	  dual	  protection	  (against	  both	  unwanted	  pregnancy	  and	  STIs)	  as	  part	  of	  these	  education	  and	  prevention	  efforts.	  4. Community-­‐based	  approaches	  to	  integration	  of	  HIV	  and	  family	  planning	  services.	  	  	  Part	  of	  the	  standard	  of	  care	  for	  persons	  living	  with	  HIV	  and	  AIDS	  in	  Côte	  d’Ivoire	  is	  community-­‐based	  supports,	  including	  group	  or	  personalized	  visits	  from	  community	  counselors	  to	  provide	  ongoing	  counseling	  and	  support.	  This	  package	  of	  support	  provides	  (in	  principle)	  contraceptive	  counseling,	  as	  well	  as	  	  	  distribution	  of	  condoms.	  	  Community	  health	  agents	  in	  Côte	  d’Ivoire	  do	  not	  have	  official	  standing	  with	  the	  Government	  and	  often	  these	  community	  care	  activities	  are	  led	  by	  the	  volunteers	  paid	  a	  small	  stipend	  by	  NGOs.	  The	  Government	  of	  Côte	  d’Ivoire	  has	  piloted	  community	  distribution	  models	  for	  Family	  Planning,	  but	  these	  efforts	  have	  not	  been	  done	  to	  scale,	  reflecting	  the	  lack	  of	  a	  paid,	  professionalized	  community	  health	  workforce	  outside	  of	  the	  staff	  paid	  for	  and	  supervised	  by	  NGO	  partners,	  funded	  by	  donors.	  	  Thus,	  policies	  around	  official	  recognition	  and	  remuneration	  for	  community	  health	  workers	  are	  needed	  in	  Côte	  d’Ivoire.	  This	  is	  a	  general	  need	  that	  would	  impact	  all	  elements	  of	  community-­‐based	  distribution	  models,	  including	  FP/HIV.	  For	  the	  HIV-­‐funded	  community	  health	  volunteers	  already	  providing	  community-­‐based	  counseling	  and	  case	  services	  to	  persons	  living	  with	  HIV,	  enhanced	  training	  on	  community	  based	  distribution	  of	  family	  planning	  methods	  and	  ensuring	  accompanied	  referrals	  for	  those	  seeking	  to	  access	  FP	  services	  would	  be	  an	  important	  avenue	  to	  increase	  information	  about	  and	  uptake	  of	  FP	  services.	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  Community	  efforts	  to	  identify	  HIV	  positive	  persons	  and	  link	  them	  to	  care	  and	  treatment	  services	  are	  of	  critical	  importance	  to	  the	  aggressive	  HIV/AIDS	  treatment	  strategy	  in	  Côte	  d’Ivoire.	  Ensuring	  that	  these	  messages	  are	  coupled	  with	  demand	  generation,	  increased	  awareness	  and	  access	  to	  integrated	  family	  planning	  services,	  could	  further	  the	  goal	  of	  FP	  and	  HIV	  integration	  in	  the	  community.	  	  While	  community-­‐based	  distribution	  of	  FP	  in	  Côte	  d’Ivoire,	  has	  only	  been	  piloted	  at	  small	  scale,	  this	  approach	  could	  be	  expanded	  as	  another	  important	  outreach	  opportunity.	  	  
5. Private	  sector	  service	  provision:	  an	  opportunity	  	  Many	  Ivoirians	  access	  care	  in	  the	  private,	  rather	  than	  public	  sector.	  A	  2013	  private	  sector	  assessment	  by	  Abt.	  Associates	  estimated	  that	  at	  least	  32	  percent	  of	  Ivoirians	  had	  accessed	  at	  least	  one	  service	  in	  the	  private	  sector	  in	  the	  previous	  year	  (Barnes,	  2013);	  a	  separate	  macro	  assessment	  of	  the	  private	  sector,	  found	  the	  private	  sector	  sites	  represent	  52	  percent	  of	  all	  service	  delivery	  sites	  in	  Côte	  d’Ivoire	  (SHOPS,	  2014).	  Two	  important	  private	  non-­‐profit	  organizations	  provide	  family	  planning	  services	  in	  Côte	  d’Ivoire:	  Agence	  Ivoirienne	  de	  Marketing	  Social	  (AIMAS)	  and	  the	  Association	  Ivoirienne	  pour	  le	  Bien	  être	  familial	  (AIBEF);	  and	  these	  private	  sector	  sources	  as	  well	  as	  private	  pharmacies	  provided	  61	  percent	  of	  the	  total	  modern	  contraceptives	  used	  in	  Côte	  d’Ivoire	  (DHS	  2011-­‐2012).	  Until	  2014,	  HIV	  services	  were	  not	  formally	  provided	  in	  the	  private,	  for-­‐profit	  sector	  sites	  and	  neither	  were	  FP	  services,	  despite	  the	  fact	  that	  a	  significant	  proportion	  of	  women	  receive	  antenatal,	  postnatal,	  and	  delivery	  services	  in	  these	  pay-­‐for-­‐service	  sites.	  	  Currently,	  USAID	  is	  supporting	  the	  roll	  out	  of	  HIV	  services	  in	  select	  private	  sector	  sites,	  while	  also	  supporting	  an	  assessment	  and	  roll	  out	  of	  family	  planning	  service	  provision	  at	  these	  same	  sites.	  	  This	  support	  has	  allowed	  these	  private	  sector	  sites	  to	  be	  accredited	  by	  the	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Government	  and,	  importantly,	  ensures	  that	  the	  data	  collected	  at	  these	  sites	  is	  also	  reported	  to	  the	  Government	  reporting	  systems.	  Given	  the	  number	  of	  Ivoirians	  accessing	  private	  sector	  care,	  supporting	  high	  quality	  HIV	  and	  family	  planning	  services	  in	  the	  private	  sector	  could	  be	  a	  more	  efficient	  way	  to	  reach	  higher-­‐income	  HIV	  positive	  women,	  unlikely	  to	  visit	  public	  sites.	  	  In	  addition	  to	  the	  private	  section,	  given	  the	  weakness	  in	  the	  public	  sector	  FP	  sites,	  donor-­‐funded	  NGOs,	  AIMAS,	  and	  AIBEF,	  are	  crucial	  actors	  in	  FP	  services	  delivery,	  ensuring	  they	  have	  appropriate	  capacity	  and	  oversight	  to	  deliver	  services	  is	  important	  for	  meeting	  these	  key	  needs.	  
Barriers	  to	  Implementation	  No	  “one	  size	  fits	  all”	  (Wilcher,	  2010)	  approach	  to	  integration	  exists.	  	  Integration	  of	  family	  planning	  and	  HIV	  services	  in	  the	  Côte	  d’Ivoire	  context	  must	  take	  into	  account	  the	  structure	  and	  relative	  weakness	  of	  the	  existing	  health	  system.	  Regional	  and	  district-­‐level	  authorities	  are	  responsible	  for	  ensuring	  service	  delivery	  and	  quality	  of	  care	  at	  the	  decentralized	  level,	  and	  like	  many	  other	  developing	  countries,	  the	  greater	  the	  distance	  from	  the	  capital	  city,	  Abidjan,	  the	  lower	  the	  resources	  and	  weaker	  the	  health	  system	  structures.	  	  Lack	  of	  updated	  policy	  and	  training,	  strategic	  orientation	  plans	  that	  include	  FP,	  trained	  providers,	  and	  overall	  resource	  gaps	  hinders	  service	  delivery	  for	  FP	  services	  at	  the	  decentralized	  level	  (DELIVER,	  2014).	  	  	  As	  new	  and	  additional	  responsibilities	  and	  tasks	  are	  added	  onto	  already	  over-­‐burdened	  health	  care	  providers,	  integration	  could	  present	  complexity	  and	  challenge.	  To	  be	  successful	  requires	  Government	  leadership	  and	  political	  will,	  adequate	  training,	  supply	  chain	  capacity,	  and	  infrastructure	  (Johnson,	  et.	  al.,	  2012).	  	  Perhaps	  the	  most	  urgent	  and	  compelling	  systems	  strengthening	  need	  for	  family	  planning	  generally	  is	  to	  strengthen	  the	  supply	  chain	  system	  for	  reproductive	  health	  and	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family	  planning	  commodities.	  A	  2014	  assessment	  of	  the	  contraceptive	  commodity	  supply	  chain	  in	  Côte	  d’Ivoire	  found	  that	  stock-­‐outs	  were	  frequent,	  prescription	  norms	  and	  standards	  were	  often	  not	  respected	  or	  available	  at	  the	  sites,	  the	  official,	  Government-­‐sanctioned	  cost	  of	  contraceptive	  commodities	  was	  often	  not	  respected,	  and	  overall	  forecasting	  was	  weak	  (DELIVER	  2014).	  In	  contrast	  to	  the	  weaknesses	  on	  the	  family	  planning	  side,	  HIV	  commodities	  have	  received	  significant	  donor	  support	  from	  PEPFAR,	  and	  this	  technical	  strengthening	  has	  allowed	  the	  supply	  chain	  forecasting,	  management,	  and	  distribution	  of	  commodities	  to	  significantly	  improve	  availability	  of	  HIV	  commodities.	  	  Applying	  lessons	  learned	  and	  technical	  approaches	  from	  the	  HIV	  program	  to	  further	  enhance	  availability	  of	  family	  planning	  commodities	  could	  have	  a	  significant	  impact	  both	  within	  HIV	  service	  delivery	  sites	  and	  for	  the	  overall	  health	  care	  system	  in	  Côte	  d’Ivoire.	  While	  PEPFAR	  funds	  cannot	  be	  used	  for	  the	  procurement	  of	  family	  planning	  commodities	  (with	  the	  exception	  of	  condoms,	  which	  are	  procured	  by	  the	  PEPFAR	  program),	  PEPFAR	  resources	  can	  be	  used	  to	  strengthen	  the	  overall	  supply	  chain,	  inclusive	  of	  FP	  needs.	  This	  has	  already	  begun	  at	  a	  staff	  resource	  level	  through	  ensuring	  that	  staff	  from	  the	  HIV	  program	  participate	  in	  the	  family	  planning	  quantification	  committee.	  	  Additional	  supply	  chain	  programmatic	  objectives	  should	  include	  enhancing	  supply	  chain	  quality	  through	  intensified	  training	  on	  forecasting,	  use	  of	  program	  data	  to	  drive	  orders,	  and	  better	  end-­‐chain	  delivery	  through	  expanded	  use	  of	  third	  party	  delivery	  systems	  (if	  the	  Government	  systems	  remain	  unable	  to	  deliver	  the	  drugs	  to	  their	  end	  point.)	  Additional	  training	  is	  needed	  at	  every	  level	  of	  the	  health	  system:	  doctors,	  nurses,	  midwives,	  community	  health	  agents,	  and	  peer	  educators.	  This	  will	  require	  systems	  and	  behavior	  change	  and	  necessitates	  strong	  political	  leadership	  to	  succeed.	  	  At	  a	  basic	  level,	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this	  means	  ensuring	  the	  HIV	  health	  center	  staff	  are	  trained	  to	  provide	  counseling	  on	  voluntary	  family	  planning	  and	  can	  ensure	  access	  either	  on-­‐site	  or	  through	  facilitated,	  active	  referrals.	  Ongoing,	  in-­‐service	  training	  could	  also	  be	  used	  to	  strengthen	  skill	  sets	  of	  providers	  working	  in	  HIV	  to	  also	  be	  equipped	  to	  provide	  family	  planning	  counseling	  and	  services	  where	  appropriate.	  	  The	  lack	  of	  a	  functional,	  integration-­‐focused	  working	  group	  within	  the	  Government	  of	  Côte	  d’Ivoire’s	  Ministry	  of	  Health	  presents	  another	  barrier	  to	  successful	  integration.	  However,	  the	  establishment	  of	  new	  policies	  (Option	  B+,	  task	  shifting)	  presents	  an	  important	  moment	  of	  opportunity	  to	  introduce	  changes.	  As	  women	  are	  retained	  in	  lifelong	  care	  for	  HIV,	  frequent	  interactions	  with	  health	  services	  provides	  an	  excellent	  opportunity	  for	  information	  and	  counseling	  on	  family	  planning,	  especially	  long-­‐lasting	  methods	  and	  post-­‐partum	  family	  planning.	  Finally,	  while	  the	  political	  will	  to	  work	  with	  key	  populations	  exists,	  more	  knowledge	  and	  understanding	  of	  the	  importance	  of	  reproductive	  health	  services	  for	  these	  groups	  is	  needed,	  including	  a	  shift	  in	  provider	  attitudes	  and	  acceptance	  of	  key	  populations.	  This	  is	  another	  area	  that	  will	  be	  important	  for	  Government-­‐supported	  intervention,	  and	  the	  established	  program	  for	  highly	  vulnerable	  persons	  within	  the	  Ministry	  of	  Health	  is	  a	  natural	  place	  to	  bring	  leadership	  to	  the	  issues	  including	  reproductive	  health	  services	  for	  key	  populations	  as	  part	  of	  the	  standard	  of	  care	  in	  Côte	  d’Ivoire.	  
Conclusion	  
	   This	  paper	  suggests	  that	  the	  global	  literature	  (Wilcher,	  2010,	  2013)	  surrounding	  unmet	  need	  for	  reproductive	  health	  and	  family	  planning	  services	  for	  HIV	  positive	  and	  HIV	  vulnerable	  women	  is	  also	  the	  reality	  in	  Côte	  d’Ivoire.	  While	  a	  positive	  policy	  environment	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for	  integration	  exists,	  little	  joint	  planning	  or	  coordination	  takes	  place	  to	  encourage	  integrated	  services.	  Building	  off	  	  the	  existing	  HIV	  platform	  to	  ensure	  voluntary	  access	  to	  contraceptive	  counseling	  and	  safe	  pregnancy	  options	  for	  HIV	  positive	  	  and	  HIV	  vulnerable	  women,	  can	  encourage	  positive	  FP/HIV	  integration	  outcomes.	  Specific	  areas	  for	  immediate	  focus	  include	  integration	  of	  FP	  services	  in	  sites	  serving	  female	  sex	  workers,	  ensuring	  FP	  availability	  in	  high	  HIV	  burden	  PMTCT	  and	  ART	  sites,	  integration	  FP	  messages	  into	  prevention	  programs	  for	  youth,	  strengthening	  the	  supply	  chain	  for	  service	  delivery,	  and	  bolstering	  the	  private	  sector	  as	  a	  service	  delivery	  point	  for	  FP/HIV	  services.	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